We read with interest the meta-analyses by Mazurak et al 1 in which the authors suggest that the use of different probiotics appears to have limited evidence for efficacy in irritable bowel syndrome (IBS). Trials with single-strain probiotic revealed encouraging data in 20 of the 29 trials evaluated. Concerning the evaluation of yeasts, 3 studies employing Saccharomyces boulardii and 1 study with Saccharomyces cerevisiae were analyzed. The studies with S. boulardii were negative. In the study of Pineton de Chambrun et al 2 evaluating 179 IBS patients consuming 500 mg of S. cerevisiae or placebo during 8 weeks, improvement of abdominal pain was significantly higher (P = 0.04) in the verum group than the placebo group (63% vs 47%; OR, 1.88; 95% CI, 0.99-3.57) in the last 4 weeks of treatment. Mazurak et al 1 suggest that "this sudden change in pain severity mimics a "recruitment bias" of unknown origin and lacks any rational discussion and explanation". We have difficulty with these comments. This study was performed in a double-blind, placebo-controlled, randomized design with 2 parallel groups of IBS patients. The baseline characteristics of the patients showed no significant differences between groups particularly for the abdominal pain scores (3.16 ± 1.1 vs 3.22 ± 1.12; P = 0.76). The significant modification of scores in the last 4 weeks in the treatment group compared to placebo was observed for abdominal pain and not for other symptoms, excluding potential recruitment bias in our study. Concerning "the lack of rational discussion and explanation" which may explain the efficacy of S. cerevisiae, we recommend reading the whole publication 2 which describes the preclinical studies performed to select this particular strain of yeast. Briefly, S. cerevisiae CNCM I-3856 was selected from the Lesaffre yeast strain collection after demonstrating analgesic effects through a local activation of the peroxisome proliferator-activated receptor alpha in a model of colorectal distension in rats. This effect was dose-dependent with a maximal effect at 10 10 CFU/day, corresponding to the active dose of 500 mg used in our clinical trial. This effect was delayed and appeared 15 days after the beginning of treatment. Thus, we think that these preclinical evidences gave a good rationale to the use of S. cerevisiae to alleviate abdominal pain in IBS patients. Concerning S. boulardii, it has specific biochemical and genomic properties which may explain its different efficacy on abdominal pain. To conclude, we wanted to highlight that a second clinical study investigating the effect of S. cerevisiae CNCM I-3856 in IBS patients has been published 3 and confirms the results of this first clinical trial.
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